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Limited epidemiological evidence suggests that the etiology of hormone receptor positive (HR1) breast cancer may differ by
levels of histologic grade and proliferation. We pooled risk factor and pathology data on 5,905 HR1 breast cancer cases and
26,281 controls from 11 epidemiological studies. Proliferation was determined by centralized automated measures of KI67 in
tissue microarrays. Odds ratios (OR), 95% confidence intervals (CI) and p-values for case–case and case–control comparisons
for risk factors in relation to levels of grade and quartiles (Q1–Q4) of KI67 were estimated using polytomous logistic regres-
sion models. Case–case comparisons showed associations between nulliparity and high KI67 [OR (95% CI) for Q4 vs.
Q151.54 (1.22, 1.95)]; obesity and high grade [grade 3 vs. 151.68 (1.31, 2.16)] and current use of combined hormone ther-
apy (HT) and low grade [grade 3 vs. 150.27 (0.16, 0.44)] tumors. In case–control comparisons, nulliparity was associated
with elevated risk of tumors with high but not low levels of proliferation [1.43 (1.14, 1.81) for KI67 Q4 vs. 0.83 (0.60, 1.14)
for KI67 Q1]; obesity among women 50 years with high but not low grade tumors [1.55 (1.17, 2.06) for grade 3 vs. 0.88
(0.66, 1.16) for grade 1] and HT with low but not high grade tumors [3.07 (2.22, 4.23) for grade 1 vs. 0.85 (0.55, 1.30) for
grade 3]. Menarcheal age and family history were similarly associated with HR1 tumors of different grade or KI67 levels.
These findings provide insights into the etiologic heterogeneity of HR1 tumors.
Introduction
Breast cancer is a heterogeneous disease at the morphological,
molecular and genomic level, defining subtypes with distinct
biological and clinical behavior.1–3 Expression of hormone
receptors (HR; i.e., estrogen receptor (ER) or progesterone
receptor (PR)) distinguishes two classes of tumors thought to
derive from different cells of origin: HR1 tumors deriving
from luminal epithelial cells and HR2 from basal/
myoepithelial cells.1 In Western populations, HR1 tumors
occur more commonly (70% of tumors) and have a later age
at onset and better short-term prognosis than HR2 tumors.4,5
While epidemiological studies have shown that these two sub-
types may have distinct risk factor associations,6–9 little is
known about etiologic heterogeneity within HR1 tumors.10,11
Histologic grade is an important indicator of tumor
aggressiveness that reflects three features including tubule
What’s new?
Limited epidemiological evidence suggests that the etiology of hormone receptor positive (HR1) breast cancer may differ by
HR1 tumor subtypes as defined by histologic grade and proliferation level. In this report pooling risk factor data from a con-
sortium of breast cancer studies, the authors found associations between nulliparity and highly proliferative tumors; obesity
and high grade tumors; and current use of combined hormone therapy and low grade tumors. These results provide insights
into heterogeneity of HR1 tumors that may be reflective of differences in etiological pathways, and could also have implica-
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formation, nuclear pleomorphism and mitotic count, which
is directly related to proliferation.12 Due to the latter feature,
it is highly correlated with KI67 (a marker of proliferation)
and both have been used to identify surrogates for two HR1
tumors identified by expression tumor profiling studies, i.e.
luminal A and luminal B subtypes.13–15 Epidemiological stud-
ies suggest that these two subtypes could have differential
associations with risk factors.10,16 However, although corre-
lated, histologic grade and KI67 reflect different biological
features of tumors that could be of etiological relevance.
Unlike grade which encompasses both differentiation and
proliferation, KI67 is expressed only during the proliferative
phases of the cell-cycle and is one of the most commonly
used markers of proliferation.17–19 Its function is not fully
understood but it is thought to mediate assembly of the peri-
chromosomal compartment in human cells.20
Accumulating epidemiological data suggest that breast
cancer risk factors may be distinctly associated with grade
and KI67.21–23 Three previous studies found associations
between high BMI and high levels of histologic grade but not
KI6721–23 whilst younger age at onset of breast cancer and
being of African-American ethnicity were reportedly associ-
ated with high levels of KI67 but not histologic grade.23
These studies were case-series with limited sample sizes
(346–668 cases), and were based on semi-quantitative visual
scores for KI67. This scoring approach is characterized by
poor inter-observer reproducibility24,25 and offers limited
opportunities for evaluating dose–response relationships.
Thus, studies with larger sample sizes and standardized quan-
titative measures of KI67 across studies are needed to evalu-
ate the relationship between breast cancer risk factors and
HR1 tumors defined by their levels of proliferation and his-
tologic grade.
In this report, we pooled risk factor data from a consor-
tium of breast cancer studies to examine the relationship of
breast cancer risk factors with subtypes of HR1 tumors
defined by levels of histologic grade and KI67 expression,
determined by centralized automated scoring of tissue micro-
arrays (TMAs) as previously described.26
Materials and Methods
Study population
A total of 5,905 HR1 invasive breast cancer cases and 26,281
controls were pooled from 11 epidemiological case–control
studies with TMAs and risk factor information in the Breast
Cancer Association Consortium (BCAC). Study populations
were from Europe, Australia and North America. Details of
the contributing studies including designs, country of loca-
tion, method of recruitment, age range, sources and eligibility
of cases and controls are provided in Supporting Information
Table S1. In brief, this analysis comprised 11 case–control
studies (one of them (UKBGS) nested within a prospective
cohort study). Six studies (CNIO, MCBCS, ORIGO, RBCS,
SEARCH and kConFab) were of hospital-based or mixed
study designs (considered “non-population-based” studies),
whilst five studies (ESTHER, KBCP, MARIE, PBCS and
UKBGS) were population-based. All participants in each of
the study groups provided written informed consent and all
studies gained approval from local ethics committees.
Risk factors
Data on risk factors were derived from questionnaires that
were administered to participants at recruitment in each of
the participating BCAC studies. Harmonization, central que-
rying and quality checks on these data were performed by
investigators at the German Cancer Research Institute, Hei-
delberg. The current analysis included risk factors for which
there is evidence in the literature to suggest a heterogeneous
relationship with clinicopathological characteristics and for
which we had data. In this regard, five risk factors were iden-
tified – age at menarche, parity, body mass index (BMI), use
of combined hormone therapy (HT) and family history of
breast cancer. Supporting Information Table S2 shows the
number of cases and controls from each study with risk fac-
tor information.
Pathological characteristics
Data on hormone receptor status were obtained from clinical
records. Levels of histologic grade were assigned by local
study pathologists in the respective study groups. Tumors
were graded as 1 (low grade or well-differentiated), 2 (inter-
mediate grade or moderately differentiated) and 3 (high
grade or poorly differentiated). The extent of proliferation in
breast cancer tissues was determined using measures of KI67.
Scores were centrally generated at the Institute of Cancer
Research (ICR) in London by using a digital image analysis
protocol that was developed for the quantification of KI67 in
breast cancer TMAs as previously described.26 In brief, a total
of 166 TMAs were collected for evaluation from the partici-
pating BCAC studies. These were stained using a standard
protocol of (Dako, Cheshire UK) MIB-1 antibody diluted 1/
50 and visualized using the Dako REAL kit (K5001). Auto-
mated scoring was performed using the Ariol machine (Leica
Biosystems, Newcastle UK), which has functionality that
allows for the discrimination of malignant and non-
malignant nuclei using shape and size characteristics as well
as the automatic detection of KI67 positive and negative
malignant nuclei using color deconvolution. The algorithm
was used to generate quantitative (0–100% positive cells)
KI67 scores. As previously reported,26 Ariol scores showed
good agreement with standardized pathologist’s scores. Subse-
quently, automated KI67 scores were merged with other risk
factor and pathological characteristics. The majority of the
5,905 cases had complete data on KI67 (83%) or grade (76%)
and at least one risk factor (see Supporting Information
Table S3 for details). All pathology data were harmonized
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Statistical analysis
Participant ages at diagnosis/ages at interview were catego-
rized into five classes (<40, 40–49, 50–59, 60–69 and 70).
Age at menarche was categorized into four classes (12, 13,
14, 15). Parity was defined as nulliparous or parous for
case–case and case–control comparisons. For BMI, three
well-defined categories were used (normal <25 kg/m2; over-
weight 25–30 kg/m2 and obese >30 kg/m2) and the case–
control analysis was conducted for groups of women strati-
fied according to age (<50 years and 50 years) as a surro-
gate for menopausal status. This was done to account for
previously reported differences in the association between
BMI and breast cancer risk by menopausal status. For the
case–case comparisons, BMI was not differentially related to
tumor grade/KI67 levels by age categories (proxy for meno-
pausal status); as a result, case–case analysis was not stratified
according to age. HT use was categorized into those who
never used HT, former users and current users. Due to very
small numbers of those who reported using estrogen only
formulations, our analysis involved only those women who
took combined estrogen and progesterone formulations.
Family history of breast cancer in a first-degree relative was
categorized as yes (if present) or no (if absent). Frequency
tables were used to assess the distribution of the risk factors
among cases and controls stratified by study design. To test
for differences in the distribution of risk factors for cases and
controls by study design, we created a dummy variable for
design and modeled this as the outcome with the different
risk factors as predictors. Box plots and nonparametric Krus-
kal–Wallis equality of median test were used to assess the
distribution of KI67 across categories of histologic grade,
overall and by study.
We constructed a polytomous unconditional logistic regres-
sion model for each risk factor variable, and performed case–
case and case–control comparisons within the same model. For
case–case comparisons, odds ratios (OR), 95% confidence
intervals and p-values for the associations between breast can-
cer risk factors [menarche (12 vs. 15 years); parity (nullipa-
rous vs. parous); BMI (25–30 kg/m2 and >30 kg/m2 vs.
<25 kg/m2, respectively); HT (former and current vs. never,
respectively); family history (yes vs. no)] and quartiles of KI67
[Q1 (base category), <25th percentile (0–1.49%); Q2, 25–50th
percentile (1.50–4.29%); Q3, >50–75th percentile (4.30–
10.40%); Q4, >75th percentile (>10.40%)] and histologic
grade [grades 1 (base category), 2, 3] were estimated. For case–
control comparisons, an interaction term between study design
(population-based vs. non-population-based) and the risk fac-
tor of interest was included to obtain estimates of association
by study design. Because of previously reported biases in case–
control ORs estimated from non-population-based studies,9
only case–control ORs from population-based studies are pre-
sented in tables. However, ORs for case–case comparisons and
corresponding tests are based on data from all cases (i.e., from
both population-based and non-population-based studies).
Meta-analyses of study-specific case–case and case–control
ORs were performed to test for between-study heterogeneity in
the OR estimates.
We examined dose–response relationships between risk fac-
tors and levels of KI67, by using the median % positive cells in
each quartile of KI67 as constraints in an ordered polytomous
logistic regression model.27 To determine if the relationships
between nulliparity, obesity and current use of combined HT
are distinct with respect to grade and KI67, we applied a 2-
stage meta-regression model.28 In the first stage of the 2-stage
meta-regression model, we performed a polytomous logistic
regression analyses for subtypes of HR1 breast cancer defined
by cross-classification of levels (Q1–Q4) of KI67 and histologic
grade (low (grade1) and high (grades 2 and 3)). In the second
stage, we modeled the subtype-specific log odds ratios and
standard errors using KI67 and grade. This approach allowed
us to evaluate if the risk factor-subtype associations are differ-
ent across subtypes defined by KI67 whilst controlling for
grade, and vice versa. Also, by including an interaction term
between KI67 and grade we were able to examine if the rela-
tionship between risk factors and subtypes defined by levels of
KI67 were modified by grade or vice versa.
Analysis on each risk factor was limited to studies that
provided information on that risk factor. Missing values were
addressed by creating indicators for missing values in our
models. As sensitivity analysis, all risk factors were mutually
adjusted for in a multivariate model comprising data from
three studies with information on the five risk factors that
were evaluated. All analyses, including case–case and case–
control comparisons, were adjusted for age and study. All
statistical tests were two-sided and performed using Stata
statistical software version 13.1.
Results
Table 1 shows a description of the characteristics of the study
participants based on population-based (N5 5 studies) and
non-population-based (N5 6 studies) designs. While the dis-
tribution of most risk factors in cases was similar by study
design, most risk factors showed different distributions in
population and non-population-based studies.
Overall, the median and mean positive cells stained for
KI67 was 4.2% and 8.2%, respectively. Most tumors were of
intermediate grade (52%), followed by low grade (26%) and
high grade (22%) tumors. As expected, grade 1 tumors had
lower KI67 scores compared to grades 2 and 3 tumors
[median and mean5 3% and 6.3%; 4.3% and 8%; 7% and
11% for grades 1, 2 and 3 tumors, respectively]. A similar
pattern of association between KI67 and histologic grade was
seen across studies (Supporting Information Fig. S1).
Case–case comparisons for the associations between
breast cancer risk factors and HR1 tumors defined by
levels of histologic grade and KI67
As shown in Table 2, we observed that compared to their
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overweight and obese women were more likely to be of
higher (grades 2 and 3) than lower (grade 1) grade. Specifi-
cally, we observed overweight women to have 33% (95%
CI5 1.13, 1.58) and 23% (95% CI5 1.00, 1.52) increased
odds of developing grades 2 and 3 than grade 1 tumors,
respectively. Similarly, high grade tumors were more likely to
occur amongst obese than normal weight women [vs. grade
1, OR (95% CI)5 1.67 (1.13, 2.05); p-value5 0.001 for grade
2 and 1.68 (1.31, 2.16); p-value5<0.001 for grade 3 tumors].
As shown in Supporting Information Table S4, these associa-
tions were similar following stratification by tumor size (p-
value for interaction (p_interaction)5 0.52).
Compared to women who never took HT, tumors occur-
ring amongst current users of combined HT were less likely
to be high than low grade [vs. grade 1: OR (95% CI)5 0.45
(0.32, 0.63); p-value5<0.001 for grade 2 and 0.27 (0.16,
0.44); p-value5<0.001 for grade 3 tumors]. When we tested
the associations between tumor grade, KI67 and morphology
Table 1. Characteristics of cases and controls in population and non-population based studies
Population-based Non-population-based
Characteristic Controls (no.) % Cases (no.) % Controls (no.) % Cases (no.) %
Age, years
<40 252 2.2 42 2.1 590 4.7 249 6.7
40–49 1,247 10.9 293 14.4 2,135 17.0 905 24.3
50–59 3,999 34.9 682 33.6 4,696 37.4 1,456 39.1
60–69 4,720 41.1 708 34.9 3,662 29.2 882 23.7
70 1,256 10.9 303 14.9 1,464 11.7 233 6.3
Age at menarche, years
12 2,140 26.2 522 27.8 3,491 40.5 1,123 42.9
13 1,838 22.5 431 22.9 2,263 26.3 640 24.4
14 2,034 24.9 498 26.5 1,617 18.8 471 18.0
15 2,168 26.5 427 22.7 1,245 14.4 385 14.7
Parity
None 1,221 13.5 310 15.6 1,437 16.4 396 14.3
1–2 5,941 65.6 1,331 66.9 4,495 51.3 1,484 53.5
3–4 1,726 19.0 312 15.7 2,460 28.1 798 28.8
5 175 1.9 37 1.9 363 4.1 94 3.4
BMI, kg/m2
Among women <50 years
<25 542 44.4 194 51.1 672 49.7 461 52.3
25–30 431 35.3 144 37.9 387 28.6 273 31.0
>30 249 20.4 42 11.1 292 21.6 147 16.7
Among women50 years
<25 2,775 35.6 472 29.5 1,998 34.5 646 37.4
25–30 3,028 38.9 641 40.1 2,366 40.9 679 39.3
>30 2,005 25.7 486 30.4 1,419 24.5 401 23.2
Combined HT Use
Never 4,836 70.7 1,000 73.4 1,070 74.9 196 75.1
Former 849 12.4 117 8.6 238 16.7 29 11.1
Current 1,154 16.9 245 18.0 120 8.4 36 13.8
Family history
No 8,023 90.2 1,707 87.4 7,778 88.6 1,997 76.9
Yes 874 9.8 247 12.6 1,004 11.4 599 23.1
The study population comprised 11 studies participating in the Breast Cancer Association Consortium (see Supporting Information Table S1 for
details of the individual studies) with population (ESTHER, KBCP, MARIE, PBCS, UKBGS) and non-population (CNIO, kConFab, MCBCS, ORIGO, RBCS,
SEARCH) based designs. In a model with study design as the outcome: for controls, the distribution of all the risk factors differed by design (p-value
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(ductal vs. lobular) in relation to HT use, all three tumor fea-
tures were associated with HT use in univariate models at p-
value <0.05. However, following mutual adjustment for all
three features in a multivariable model, only histologic grade
remained associated with HT use (OR (95% CI)5 0.45 (0.27,
0.76); p-value5 0.003 for grades 2 vs. 1 and 0.25 (0.11, 0.57);
p-value5 0.001 for grades 3 vs. 1). Furthermore, as shown in
Supporting Information Table S4, HT use remained associ-
ated with low grade tumors regardless of tumor size (p_inter-
action5 0.78). Age at menarche, nulliparity and family history
of breast cancer in a first-degree relative were not differen-
tially related to HR1 tumors defined by levels of histologic
grade.
As shown in Table 3, compared to tumors occurring
among parous women, those occurring among nulliparous
women were more likely to have higher KI67 expression and
a statistically significant gradient was observed in this rela-
tionship [OR (95% CI) vs. KI67 Q15 1.14 (1.06, 1.23) for
KI67 Q2; 1.22 (1.09, 1.37) for KI67 Q3 and 1.50 (1.20, 1.88)
for KI67 Q4; p-value for trend 0.001]. There was weaker or
no evidence for associations with KI67 levels for age at
menarche, BMI, HT and family history of breast cancer in a
first-degree relative.
Case–control comparisons for the associations between
nulliparity, BMI, HT use and HR1 tumors defined by levels
of KI67 and histologic grade
Case–control comparisons in population-based studies
showed an elevated risk of HR1 tumors with high levels of
tumor proliferation among nulliparous women (Fig. 1 and in
Supporting Information Table S5; p-value for between-study
heterogeneity5 0.78). Furthermore, as shown in Figure 1 and
in Supporting Information Table S6, obesity amongst women
older than 50 years of age was associated with elevated risks
of high but not low grade tumors (p-value for between-study
heterogeneity5 0.76). Among women younger than 50 years
of age (Supporting Information Table S7), we observed obe-
sity to be associated with reduced risk of breast cancer across
all levels of histologic grade, this association was however
weaker for grades 2 and 3 than grade 1 tumors (p-value for
between-study heterogeneity5 0.72). Current use of com-
bined HT was associated with an elevated risk of low but not
Table 2. Case–case odds ratios and 95% CI for the associations between breast cancer risk factors and subtypes of HR1 tumors defined by




Grade 2 Grade 3
Risk factor N N OR (95% CI) p-Value N OR (95% CI) p-Value
Menarche
15 years 183 417 1.00 (referent) 157 1.00 (referent)
14 years 218 497 1.01 (0.80, 1.28) 0.93 186 0.99 (0.74, 1.33) 0.97
13 years 266 529 0.96 (0.76, 1.20) 0.71 192 0.89 (0.67, 1.18) 0.42
12 years 363 836 1.09 (0.87, 1.35) 0.46 299 0.96 (0.73, 1.26) 0.77
Parity
Parous 902 2,089 1.00 (referent) 745 1.00 (referent)
Nulliparous 165 322 0.86 (0.70, 1.06) 0.16 157 1.09 (0.86, 1.40) 0.46
BMI
<25 kg/m2 454 832 1.00 (referent) 332 1.00 (referent)
25–30 kg/m2 385 929 1.33 (1.13, 1.58) 0.001 326 1.23 (1.00, 1.52) 0.05
>30 kg/m2 202 596 1.67 (1.13, 2.05) <0.0001 212 1.68 (1.31, 2.16) <0.0001
Combined HT use
Never 169 545 1.00 (referent) 156 1.00 (referent)
Former 33 76 0.71 (0.45, 1.12) 0.15 17 0.47 (0.25, 0.89) 0.02
Current 84 134 0.45 (0.32, 0.63) <0.0001 29 0.27 (0.16, 0.44) <0.0001
Family history
No 844 1,918 1.00 (referent) 399 1.00 (referent)
Yes 183 399 1.03 (0.83, 1.28) 0.78 173 1.07 (0.82, 1.40) 0.61
*Histologic grade (15 low/well-differentiated; 25 intermediate/moderately differentiated; 35high/poorly differentiated). ORs and corresponding
tests are based on data from all cases i.e. both population and non-population-based. All models were adjusted for age and study and no evidence
was observed of between-study heterogeneity in study-specific OR estimates for BMI (p-value50.96) and HRT (p-value50.95).
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Table 3. Case–case odds ratios and 95% CI for the associations between breast cancer risk factors and subtypes of HR1 tumors defined by levels of tumor proliferation indicated by KI67
KI67*
Q1 (comparison
group) Q2 Q3 Q4
Risk factor N N OR (95% CI) P-Value N OR (95% CI) p-Value N OR (95% CI) p-Value p_trend
Menarche
15 years 206 209 1.00 (referent) 196 1.00 (referent) 201 1.00 (referent)
14 years 236 263 1.11 (0.85, 1.14) 0.45 244 1.07 (0.82, 1.41) 0.60 226 0.96 (0.73, 1.26) 0.76 0.49
13 years 302 253 0.85 (0.65, 1.10) 0.22 262 0.96 (0.74, 1.25) 0.75 254 0.94 (0.72, 1.22) 0.65 0.99
12 years 450 401 0.96 (0.75, 1.22) 0.75 384 1.01 (0.78, 1.29) 0.96 410 1.10 (0.86, 1.41) 0.44 0.30
Parity
Parous 1,119 1,011 1.00 (referent) 976 1.00 (referent) 950 1.00 (referent)
Nulliparous 158 183 1.29 (1.03, 1.64) 0.03 175 1.30 (1.03, 1.65) 0.03 190 1.54 (1.22, 1.95) <0.0001 0.001
BMI
<25 kg/m2 483 477 1.00 (referent) 411 1.00 (referent) 412 1.00 (referent)
25–30 kg/m2 504 418 0.79 (0.65, 0.95) 0.01 408 0.87 (0.72, 1.05) 0.16 419 0.86 (0.72, 1.05) 0.14 0.53
>30 kg/m2 256 250 0.86 (0.69, 1.07) 0.18 288 1.05 (0.85, 1.31) 0.64 285 0.99 (0.79, 1.24) 0.93 0.67
Combined HT use
Never 151 192 1.00 (referent) 269 1.00 (referent) 273 1.00 (referent)
Former 37 34 0.96 (0.57, 1.62) 0.88 35 0.81 (0.48, 1.36) 0.43 23 0.65 (0.37, 1.16) 0.14 0.12
Current 72 78 1.11 (0.74, 1.66) 0.60 56 0.66 (0.43, 1.00) 0.05 51 0.68 (0.44, 1.05) 0.09 0.03
Family history
No 907 923 1.00 (referent) 940 1.00 (referent) 959 1.00 (referent)
Yes 266 226 0.95 (0.76, 1.21) 0.71 182 0.89 (0.70, 1.14) 0.37 172 0.99 (0.78, 1.27) 0.98 0.97
*Quartiles (Q) of KI67 (Q1, <25 percentile (0–1.49%); Q2, 25–50th percentile (1.50–4.29%); Q3, >50–75th percentile (4.30–10.40%); Q4, >75th percentile (>10.40%)) were derived from the distri-
bution of KI67 scores. ORs and corresponding tests are based on data from all cases i.e. both population and non-population-based. All models were adjusted for age and study and no evidence
was observed of between-study heterogeneity in study-specific OR estimates for nulliparity (p-value5 0.85).




































































































high grade tumors (Fig. 1 and in Supporting Information
Table S8; p-value for between-study heterogeneity5 0.15). In
multivariate analyses with mutual adjustment for the five risk
factors that were evaluated in addition to age and study
group, nulliparity remained significantly associated with high
but not low KI67 expressing tumors [OR (95% CI)5 1.33
(1.02, 1.74); p-value5 0.03 for KI67 Q4 and 0.85 (0.57, 1.25);
p-value5 0.40 for KI67 Q1]. Obesity among women 50
Figure 1. Case–control odds ratios (OR) and 95% confidence intervals (CI) for the associations between parity, BMI, use of combined HT
and risk of HR1 tumors defined by levels of histologic grade and tumor proliferation, indicated by KI67. Levels of KI67 defined by quartiles
of expression (Q1, <25th percentile (0–1.49%); Q2, 25–50th percentile (1.50–4.29%); Q3, 50–75th percentile (4.30–10.40%); Q4, >75th
percentile (>10.40%)). Histologic grade defined as: 15well-differentiated; 25moderately differentiated and 35poorly differentiated. All
models were adjusted for age and study. No evidence was observed of between-study heterogeneity in study-specific OR estimates (p-val-
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years of age remained significantly associated with high but
not low grade tumors [OR (95% CI)5 1.50 (1.04, 2.18); p-
value5 0.03 for grade 3 and 0.82 (0.58, 1.15); p-value5 0.26
for grade 1]. Current use of combined HT remained signifi-
cantly associated with low but not high grade tumors [3.04
(2.19, 4.21); p-value <0.001 for grade 1 and 0.89 (0.58, 1.38);
p-value5 0.61 for grade 3].
When we examined the associations between nulliparity,
obesity, HT use and subtypes of HR1 tumors defined by
cross-classification of levels of KI67 and histologic grade
(Table 4), we observed nulliparity to be more strongly associ-
ated with tumors expressing higher levels of KI67 and this
association remained significant after accounting for grade
(p-value5 0.04) and was not modified by grade (p_inter-
action5 0.37). Grade was determined to be the primary tumor
characteristic associated with obesity (p-value5 0.03) and
this was regardless of KI67 levels (p_interaction5 0.59). Fur-
thermore, HT use was more strongly associated with subtypes
characterized by being low grade. We observed grade, not
KI67, to be the primary tumor characteristic associated with
HT use (p-value5 0.008) and there was no evidence to sug-
gest that this association is dependent on levels of KI67 in
the tumor (p_interaction5 0.48).
Discussion
Findings from analyses including almost 6,000 cases with
HR1 tumors provide evidence for heterogeneity within these
tumors by histologic grade and level of proliferation. Nulli-
parity was primarily associated with risk of HR1 tumors
with high levels of proliferation defined by KI67; whilst BMI
and HT were associated with risk of high and low grade
HR1 tumors, respectively.
Epidemiological studies have shown that nulliparity is more
consistently associated with increased risk for HR1 than HR2
breast cancer.7,9,29,30 Our analyses indicate that nulliparity is
primarily associated with an elevated risk of HR1 tumors with
high levels of proliferation, which is consistent with findings
from a previous prospective study.31 These findings could
reflect parity-related mechanisms influencing the proliferative
potential of mammary epithelial cells via the induction of ter-
minal differentiation.32 This is in keeping with animal studies
that show pregnancy-mediated persistent increase in the differ-
entiated state of the mammary gland, in addition to reduction
in epithelial cell proliferation mediated, at least in part, by the
downregulation of growth factors and the upregulation of
growth-inhibitory molecules.33
Postmenopausal obesity is associated with an elevated risk
of breast cancer that is more consistent for the HR1 sub-
type.34 Consistent with our findings, previous studies have
reported a higher frequency of high grade21–23 and large35
tumors amongst obese women; however, it is unclear whether
these reported observations are driven by grade, tumor size
or proliferation since these features are correlated but seldom
studied simultaneously. Our analyses indicate that grade is
the primary tumor characteristics related to obesity. Several
biological pathways involving estrogen metabolism,36,37 insu-
lin resistance, inflammation and altered adipokine and cyto-
kine production, have been proposed to mediate the obesity-
cancer link.38 It is plausible that obesity-induced systemic
and/or intra-tumoral inflammation may contribute to the
emergence, via cancer immunoediting39 and/or noncellular
Table 4. Odds ratios (OR) and 95% CI for the associations between parity, obesity, HT and subtypes of HR1 tumors defined by cross-
classification of levels (Q1–Q4) of KI67 and histologic grade
Parity Obesity Combined HT
Nulliparous vs. parous Obese vs. normal Current vs. never
Subtype N KI67 Grade OR (95% CI) p-Value OR (95% CI) p-Value OR (95% CI) p-Value
Controls 11,475 1.00 (referent) 1.00 (referent) 1.00 (referent)
1 102 Q1 Low 0.74 (0.38, 1.44) 0.38 0.98 (0.53, 1.80) 0.94 3.88 (2.14, 7.04) <0.0001
2 155 Q2 Low 1.56 (1.03, 2.42) 0.03 0.75 (0.46, 1.21) 0.24 2.91 (1.72, 4.92) <0.0001
3 123 Q3 Low 1.68 (1.05, 2.69) 0.03 0.88 (0.52, 1.49) 0.63 2.08 (1.14, 3.80) 0.02
4 79 Q4 Low 2.16 (1.24, 3.74) 0.006 0.93 (0.49, 1.77) 0.83 2.77 (1.41, 5.44) 0.003
5 300 Q1 High 0.84 (0.57, 1.14) 0.35 1.14 (0.83, 1.58) 0.41 1.13 (0.74, 1.73) 0.56
6 370 Q2 High 1.19 (0.88, 1.62) 0.25 1.30 (0.97, 1.76) 0.08 1.69 (1.19, 2.42) 0.004
7 451 Q3 High 1.28 (0.97, 1.69) 0.08 1.80 (1.35, 2.39) <0.0001 1.20 (0.84, 1.72) 0.29
8 553 Q4 High 1.37 (1.07, 1.76) 0.01 1.48 (1.14, 1.93) 0.003 1.26 (0.91, 1.77) 0.16
KI671 1.19 (1.01, 1.39) 0.04 1.09 (0.93, 1.27) 0.22 0.95 (0.79, 1.15) 0.51
Grade2 0.75 (0.51, 1.11) 0.12 1.63 (1.08, 2.46) 0.03 0.47 (0.30, 0.74) 0.008
Subtypes were defined by cross-classification of levels (Q1–Q4) of KI67 and histologic grade (low5 grade 1 and high5 grades 2 and 3).
p_interaction5 0.37 for parity, 0.59 for obesity and 0.49 for HT.
1Association between KI67 (high vs. low) and parity, obesity and HT after accounting for histologic grade.
2Association between grade (high vs. low) and parity, obesity and HT after accounting for KI67.













Abubakar et al. 9
Int. J. Cancer: 00, 00–00 (2018) VC 2018 The Authors International Journal of Cancer published by John Wiley & Sons Ltd on behalf of UICC
mechanisms,40 of aggressive forms of breast tumors. Further
studies will be required to unravel the mechanisms underpin-
ning the relationship between BMI and breast cancer histo-
pathological characteristics.
Use of combined HT has been shown in epidemiological
studies to be consistently associated with tumors with favor-
able biological profile including HR1, lobular or tubular
morphology, small and low grade tumors.35,41–44 In line with
these reports, we found an association between HT and
HR1 low grade tumors, that is independent of KI67. The
current analysis includes data from a previously published
study (PBCS) where we reported an association with low
grade but did not measure KI67.35 HT use is known to be
more strongly associated with the invasive lobular cancers,
typically low grade and low proliferating,45,46 than with no-
special-type (NST) invasive ductal carcinomas, which repre-
sent 50–70% of all invasive cancers. However, our analyses
indicated that HT use predisposes similarly to low grade
tumors, independently of morphology. More active screening
among HT users may lead to detection of tumors with more
favorable features including being low grade. Due to lack of
information on screening history and mode of detection, we
were unable to directly examine the impact of screening on
our findings. We did this indirectly, by using tumor size as
proxy for mode of detection and observed HT to be associ-
ated with low grade tumors regardless of tumor size (p-value
for heterogeneity5 0.78). Thus, our findings could reflect a
biological role for HT in influencing tumor behavior; how-
ever, further studies directly accounting for screening history
and mode of detection will be needed to clarify relationships.
Postmenopausal obesity has been shown to increase the risk
of breast cancer only among women who do not take
HT.47,48 We stratified our case–case analyses by HT use and
our results remained essentially the same even though num-
bers of cases were small.
An important strength of this analysis is that we centrally
generated continuous measures of tumor proliferation using
automated digital-pathology algorithms to score KI67. As we
previously showed, this provides standardized, highly repro-
ducible measures of KI67 with good agreements with pathol-
ogists’ quantitative and semi-quantitative scores.26 This
allowed us to evaluate dose–response relationships using
quartiles, rather than arbitrary dichotomous categories of
tumor proliferation. In addition, data on other pathology
markers enabled us to evaluate breast cancer risk factors in
relation to both KI67 and grade in the context of tumor size
and morphology.
KI67 scores were obtained from TMAs that are generally
lower than those obtained on whole sections.49 In addition,
we used an automated system to generate KI67 scores that
are usually lower than visual scores, regardless of whether
measurement was made on TMAs or whole sections.26,50
Thus, our scores for proliferation were lower than what is
typically obtained for whole sections or following visual scor-
ing on TMAs. Nonetheless, measurements from different
sources are generally well correlated and unlikely to substan-
tially affect the ranking of cases in relation to levels of KI67
used in our analyses. Measurement error is a notable limita-
tion for KI67 but automated methods are highly reproducible
and show adequate accuracy in relation to standardized path-
ologists’ scores.26,51 Furthermore, measurement error is
unlikely to be differential with respect to risk factors, and
therefore it would tend to under-rather than over-estimate
odds ratios. Histologic grade tends to have low reproducibil-
ity within and between pathologists,52 however, this error is
also likely to be non-differential with respect to risk factors.
Moreover, the consistency of our results with those of others
who have assessed breast cancer risk factors in relation to
KI67 and grade together,21–23,31 suggest that measurement
error is unlikely to explain our findings.
Our analyses comprised multiple studies with different
study designs, including population and non-population-
based studies: non-population-based studies are particularly
prone to biases in case–control measures of association since
the distribution of exposures amongst controls often does not
reflect that in the source population for the cases. To address
this, we limited case–control comparisons to population-
based studies only. Tests of heterogeneity of associations by
study revealed no evidence of heterogeneity of effect esti-
mates for both case–control and case–case comparisons.
Missing data on risk factors were another limitation in our
study, particularly for case–control comparisons. To address
this, we limited the analysis for each risk factor to studies
with data on that risk factor in both cases and controls and
used the conventional approach of creating indicators for
missing values on each risk factor in our regression models.
As sensitivity analyses, we performed multivariate analyses
with mutual adjustment for all five risk factors in three stud-
ies with complete information on all covariates and our
results remained essentially the same.
In conclusion, our findings indicate that the associations
between parity, BMI, use of combined HT and risk of HR1
tumors are heterogeneous depending on the levels of histo-
logic grade and proliferation, indicated by KI67. Although
correlated, histologic grade and KI67 appear to be distinctly
related to breast cancer risk factors. These results provide
insights into heterogeneity of HR1 tumors that may be
reflective of differences in etiological pathways; however,
other factors not evaluated in our study, such as screening,
could play a role. Given that grade and proliferation are
important prognostic factors in HR1 breast cancer, these
findings could have implications for risk prediction of aggres-
sive forms of HR1 tumors. Further studies accounting for
multiple correlated tumor characteristics and screening are
needed to enable better understanding of these relationships.
Ethical approval and consent to participate
Each of the individual studies was approved by the local
Ethics Committees and written informed consent to partici-













10 Breast cancer risk by grade and proliferation
Int. J. Cancer: 00, 00–00 (2018) VC 2018 The Authors International Journal of Cancer published by John Wiley & Sons Ltd on behalf of UICC
all study groups. The ESTHER study was approved by the
Ethics Committees of the Medical Faculty of the University
of Heidelberg and the Medical Association of Saarland. The
joint Ethics Committee of Kuopio University and Kuopio
University Hospital approved the Kuopio Breast Cancer Pro-
ject (KBCP). Approval for the MARIE study was obtained
from the Ethics Committee of the University of Heidelberg,
the Hamburg Medical Council and the Medical Board of the
State of Rheinland-Pfalz. MCBCS study was approved by the
Ethics Committee of the Mayo Clinic College of Medicine.
The Medical Ethical Review Boards of the Rotterdam Cancer
Centre and academic cancer center in Leiden approved the
study protocol for ORIGO study. The PBCS study protocol
was reviewed and approved by local and the US National
Cancer Institute (NCI) IRBs. The RBCS study was approved
by the Ethical Committees of the University Hospital Rotter-
dam, Erasmus University Rotterdam and Leiden University
Medical Centre, Leiden. The SEARCH study was approved
by the Eastern multi-center research ethics committee. The
kConFab study obtained human ethics approval at all the
participating institutions through which subjects are
recruited.
Acknowledgements
We acknowledge funds from Breakthrough Breast Cancer (Breast Cancer
Now), UK, in support of MGC at the time part of this work was carried out
and funds from the Cancer Research, UK (CRUK), in support of MA at the
Division of Genetics and Epidemiology, Institute of Cancer Research, Lon-
don at the time part of this work was carried out.
We wish to thank Heather Thorne, Eveline Niedermayr, all the kConFab
research nurses and staff, the heads and staff of the Family Cancer Clinics
and the Clinical Follow Up Study (which has received funding from the
NHMRC, the National Breast Cancer Foundation, Cancer Australia and the
National Institute of Health (USA)) for their contributions to this resource,
and the many families who contribute to kConFab. kConFab is supported by
a grant from the National Breast Cancer Foundation, and previously by the
National Health and Medical Research Council (NHMRC), the Queensland
Cancer Fund, the Cancer Councils of New South Wales, Victoria, Tasmania
and South Australia and the Cancer Foundation ofWestern Australia.
Authors’ Contributions
MA and MG-C conceived and carried out the analysis; MG-
C supervised the work; FD, MA carried out centralized labo-
ratory work and automated scoring on KI67, respectively; PC
performed KI67 data management; MA and MG-C analyzed
the data with support from NC; MA, JCC, HRA, NC, MES,
MKS, PDP and MGC were members of the initial writing
group for the manuscript; MA, FB, HRA, PC, JB, RM, HB,
CS, AM, JCC, AR, PS, FJC, PD, RAEMT, CS, JF, MES, JL,
SH, MJH, AH, RF, LBK, kConFab, MKB, QW, MJ, MJS, RK,
DFE, AJS, MKS, PDP, MG-C contributed to TMA/data col-
lection, data generation and/or data management. All authors
contributed to manuscript development and writing and gave
final approval for its submission.
References
1. Perou CM, Sørlie T, Eisen MB, et al. Molecular
portraits of human breast tumours. Nature 2000;
406:747–52.
2. Spitale A, Mazzola P, Soldini D, et al. Breast can-
cer classification according to immunohistochem-
ical markers: clinicopathologic features and short-
term survival analysis in a population-based
study from the South of Switzerland. Ann Oncol
2009;20:628–35.
3. Russnes HG, Navin N, Hicks J, et al. Insight into
the heterogeneity of breast cancer through next-
generation sequencing. J Clin Invest 2011;121:
3810–8.
4. Howlader N, Altekruse SF, Li CI, et al. US inci-
dence of breast cancer subtypes defined by joint
hormone receptor and HER2 status. J Natl Can-
cer Inst 2014;106:dju055. doi:10.1093/jnci/dju05
5. Carey LA, Perou CM, Livasy CA, et al. Race, breast
cancer subtypes, and survival in the carolina breast
cancer study. JAMA 2006;295:2492–502.
6. Althuis MD, Fergenbaum JH, Garcia-Closas M,
et al. Etiology of Hormone receptor–defined
breast cancer: a systematic review of the litera-
ture. Cancer Epidemiol Biomarkers Prev 2004;13:
1558–68.
7. Ma H, Bernstein L, Pike MC, et al. Reproductive
factors and breast cancer risk according to joint
estrogen and progesterone receptor status: a
meta-analysis of epidemiological studies. Breast
Cancer Res 2006;8:1–11.
8. Yang XR, Sherman ME, Rimm DL, et al. Differ-
ences in risk factors for breast cancer molecular
subtypes in a population-based study. Cancer Epi-
demiol Biomarkers Prev 2007;16:439–43.
9. Yang XR, Chang-Claude J, Goode EL, et al. Asso-
ciations of breast cancer risk factors with tumor
subtypes: a pooled analysis from the Breast Can-
cer Association Consortium studies. J Natl Cancer
Inst 2011;103:250–63.
10. Tamimi RM, Colditz GA, Hazra A, et al. Tradi-
tional breast cancer risk factors in relation to
molecular subtypes of breast cancer. Breast Can-
cer Res Treat 2012;131:159–67.
11. Barnard ME, Boeke CE, Tamimi RM. Established
breast cancer risk factors and risk of intrinsic tumor
subtypes. Biochim Biophys Acta 2015;1856:73–85.
12. Elston CW, Ellis IO. Pathological prognostic fac-
tors in breast cancer. I. The value of histological
grade in breast cancer: experience from a large
study with long-term follow-up. Histopathology
1991;19:403–10.
13. Sørlie T, Perou CM, Tibshirani R, et al. Gene
expression patterns of breast carcinomas distin-
guish tumor subclasses with clinical implications.
Proc Natl Acad Sci 2001;98:10869–74.
14. Parker JS, Mullins M, Cheang MC, et al. Super-
vised risk predictor of breast cancer based on
intrinsic subtypes. JCO 2009;27:1160–7.
15. Cheang MC, Chia SK, Voduc D, et al. Ki67
index, HER2 status, and prognosis of patients
with luminal B breast cancer. J Natl Cancer Inst
2009;101:736–50.
16. Rauh C, Gass P, Heusinger K, et al. Association
of molecular subtypes with breast cancer risk fac-
tors: a case-only analysis. Eur J Cancer Prev 2015;
24:484–90.
17. Gerdes J, Li L, Schlueter C, et al. Immunobio-
chemical and molecular biologic characterization
of the cell proliferation-associated nuclear antigen
that is defined by monoclonal antibody Ki-67.
Am J Pathol 1991;138:867–873.
18. Urruticoechea A, Smith IE, Dowsett M. Prolifera-
tion marker Ki-67 in early breast cancer. J Clin
Oncol 2005;23:7212–20.
19. Jurıkova M, Danihel L’, Polak S, et al. Ki67,
PCNA, and MCM proteins: markers of prolifera-
tion in the diagnosis of breast cancer. Acta Histo-
chem 2016;118:544–52.
20. Booth DG, Takagi M, Sanchez-Pulido L, et al. Ki-
67 is a PP1-interacting protein that organises the
mitotic chromosome periphery. eLife 2014;3:
e01641.
21. Borgquist S, Wirf€alt E, Jirstr€om K, et al. Diet and
body constitution in relation to subgroups of
breast cancer defined by tumour grade, prolifera-
tion and key cell cycle regulators. Breast Cancer
Res 2007;9:R11. doi:10.1186/bcr1644.
22. Yanai A, Miyagawa Y, Murase K, et al. Influ-
ence of body mass index on clinicopathological
factors including estrogen receptor, progester-
one receptor, and Ki67 expression levels in
breast cancers. Int J Clin Oncol 2014;19:467–
72.
23. Santa-Maria CA, Yan J, Xie X-J, et al. Aggressive
estrogen-receptor-positive breast cancer arising in
patients with elevated body mass index. Int J Clin
Oncol 2015;20:317–23.
24. Mikami Y, Ueno T, Yoshimura K, et al. Interob-
server concordance of Ki67 labeling index in
breast cancer: Japan Breast Cancer Research














Abubakar et al. 11
Int. J. Cancer: 00, 00–00 (2018) VC 2018 The Authors International Journal of Cancer published by John Wiley & Sons Ltd on behalf of UICC
25. Polley M-YC, Leung SCY, McShane LM, et al.
An international Ki67 reproducibility study.
J Natl Cancer Inst 2013;105:1897–906.
26. Abubakar M, Howat WJ, Daley F, et al. High-
throughput automated scoring of Ki67 in breast
cancer tissue microarrays from the Breast Cancer
Association Consortium. J Pathol Clin Res 2016;2:
138–53.
27. Chatterjee N. A two-stage regression model for epi-
demiological studies with multivariate disease clas-
sification data. J Am Stat Assoc 2004;99:127–38.
28. Wang M, Kuchiba A, Ogino S. A meta-regression
method for studying etiological heterogeneity
across disease subtypes classified by multiple bio-
markers. Am J Epidemiol 2015;182:263–70.
29. Huang W-Y, Newman B, Millikan RC, et al.
Hormone-related factors and risk of breast can-
cer in relation to estrogen receptor and proges-
terone receptor status. Am J Epidemiol 2000;
151:703–14.
30. Cotterchio M, Kreiger N, Theis B, et al. Hor-
monal factors and the risk of breast cancer
according to estrogen- and progesterone-receptor
subgroup. Cancer Epidemiol Biomarkers Prev
2003;12:1053–60.
31. Butt S, Borgquist S, Anagnostaki L, et al. Parity
and age at first childbirth in relation to the risk
of different breast cancer subgroups. Int J Cancer
2009;125:1926–34.
32. Russo J, Balogh GA, Russo IH. Full-term preg-
nancy induces a specific genomic signature in the
human breast. Cancer Epidemiol Biomarkers Prev
2008;17:51–66.
33. D’Cruz CM, Moody SE, Master SR, et al. Persis-
tent parity-induced changes in growth factors,
TGF-b3, and differentiation in the rodent mam-
mary gland. Mol Endocrinol 2002;16:2034–51.
34. Suzuki R, Rylander-Rudqvist T, Ye W, et al.
Body weight and postmenopausal breast cancer
risk defined by estrogen and progesterone recep-
tor status among Swedish women: a prospective
cohort study. Int J Cancer 2006;119:1683–9.
35. Garcia-Closas M, Brinton L, Lissowska J, et al.
Established breast cancer risk factors by clinically
important tumour characteristics. Br J Cancer
2006;95:123–9.
36. Group EHBCC. Body mass index, serum sex
hormones, and breast cancer risk in postmeno-
pausal women. J Natl Cancer Inst 2003;95:1218–
26.
37. Dowsett M, Folkerd E. Reduced progesterone lev-
els explain the reduced risk of breast cancer in
obese premenopausal women: a new hypothesis.
Breast Cancer Res Treat 2015;149:1–4.
38. Iyengar NM, Hudis CA, Dannenberg AJ. Obesity
and inflammation: new insights into breast cancer
development and progression. Am Soc Clin Oncol
Educ Book 2013;33:46–51.
39. Dunn GP, Bruce AT, Ikeda H, et al. Cancer
immunoediting: from immunosurveillance to
tumor escape. Nat Immunol 2002;3:991–8.
40. Wernicke M, Pineiro LC, Caramutti D, et al.
Breast cancer stromal myxoid changes are associ-
ated with tumor invasion and metastasis: a cen-
tral role for hyaluronan. Mod Pathol 2003;16:99–
107.
41. Li CI, Malone KE, Porter PL, et al. Relationship
between long durations and different regimens of
hormone therapy and risk of breast cancer.
JAMA 2003;289:3254–63.
42. Newcomb PA, Titus-Ernstoff L, Egan KM, et al.
Postmenopausal estrogen and progestin use in
relation to breast cancer risk. Cancer Epidemiol
Biomarkers Prev 2002;11:593–600.
43. Reeves GK, Beral V, Green J, et al. Hormonal
therapy for menopause and breast-cancer risk by
histological type: a cohort study and meta-analy-
sis. Lancet Oncol 2006;7:910–8.
44. Flesch-Janys D, Slanger T, Mutschelknauss E,
et al. Risk of different histological types of post-
menopausal breast cancer by type and regimen of
menopausal hormone therapy. Int J Cancer 2008;
123:933–41.
45. Arpino G, Bardou V, Clark G, et al. Infiltrating
lobular carcinoma of the breast: tumor character-
istics and clinical outcome. Breast Cancer Res
2004;6:R149–R56.
46. Reed A, Kutasovic J, Lakhani S, et al. Invasive
lobular carcinoma of the breast: morphology, bio-
markers and ’omics. Breast Cancer Res 2015;17:
12. doi:10.1186/s13058-015-0519-x.
47. Morimoto LM, White E, Chen Z, et al. Obesity,
body size, and risk of postmenopausal breast can-
cer: the Women’s Health Initiative (United
States). Cancer Causes Control 2002;13:741–51.
48. Lahmann PH, Hoffmann K, Allen N, et al. Body
size and breast cancer risk: findings from the Euro-
pean prospective investigation into cancer and
nutrition (EPIC). Int J Cancer 2004;111:762–71.
49. Muftah AA, Aleskandarany MA, Al-Kaabi MM,
et al. Ki67 expression in invasive breast cancer:
the use of tissue microarrays compared with
whole tissue sections. Breast Cancer Res Treat
2017;164:341–8.
50. Barton S, Zabaglo L, A’Hern R, et al. Assessment
of the contribution of the IHC41C score to deci-
sion making in clinical practice in early breast
cancer. Br J Cancer 2012;106:1760–5.
51. Fasanella S, Leonardi E, Cantaloni C, et al. Prolif-
erative activity in human breast cancer: Ki-67
automated evaluation and the influence of differ-
ent Ki-67 equivalent antibodies. Diagn Pathol
2011;6:S7. doi:10.1186/1746-1596-6-S1-S7.
52. Ellis IO, Coleman D, Wells C, et al. Impact of a
national external quality assessment scheme for














12 Breast cancer risk by grade and proliferation
Int. J. Cancer: 00, 00–00 (2018) VC 2018 The Authors International Journal of Cancer published by John Wiley & Sons Ltd on behalf of UICC
